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Nasogastric intubation is a frequent practice in clinical 
care used for administering enteral feed, gastric 
decompression, and lavage. The knotting of a 
nasogastric tube is a rare complication with only a few 
incidences of narrow bore nasogastric tube knotting 
and even fewer wide-bore tubes reported.1-4 
Unrecognized knotting of the nasogastric tube with 
inadvertent removal may cause catastrophic 
consequences like epistaxis, respiratory distress’ 
severe laryngeal injury, and tracheoesophageal 
fistula.5-7 Tubes have been found to be kinked and less 
commonly knotted. Cases of knotting have previously 
been identified during insertion or blockage of the 
tubes post-insertion. Ours is a case of nasogastric tube 
knotting identified in a young patient with a working 




A young 20-year-old girl with a past history of 
appendectomy 2 years ago was admitted via the 
emergency department for adhesion obstruction. She 
was managed conservatively for the first day with 
fluid resuscitation and gastric decompression. A 16 Fr 
nasogastric tube was inserted via the right nostril till 
the previously measured length (tragus to 
xiphisternum) easily without resistance. The position 
was checked by auscultation after injecting air into the 
stomach and a confirmatory gurgling was heard. She 
failed to improve, with continuous bilious aspirate 
from a nasogastric tube. CT scan abdomen concurred 
with findings of obstruction and dilated loops with cut 
off at ileum. 
Exploratory laparotomy via midline incision was done, 
findings revealed multiple dense adhesions 
throughout the small bowel. Adhesiolysis was done. 
Postoperatively she remained well with decreasing 
nasogastric tube aspirate and positive bowel sounds. 
Nasogastric tube removal was decided on the 1st post-
operative day. There was no blockage or discomfort 
caused by the nasogastric tube during this period. 
During removal, there was resistance faced with mild 
epistaxis. No gurgling was heard in the epigastrium on 
the injection of air. Keeping a high index of suspicion 
extrication was abandoned. X-ray of the neck (lateral 
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view) was done which showed the knotted tube at the 
level of nasopharynx. (Figure 1) 
 
 
Figure 1: Xray AP and lateral of the neck showing 




Figure 2: Knotted NG tube on removal 
 
She was taken to the operation theatre, and the tube 
was gently retrieved under sedation via the nasal 
route. A tight knot 10 cm from the tip of the 
nasogastric tube was seen (Figure 2). The patient did 









Nasogastric tubes have been utilized for both 
diagnostic and therapeutic purposes in clinical 
practice. These were initially introduced in the 18th 
century by John Hunter for enteral feeding.8 Various 
complications are associated with the use of NGT 
including aspiration, vascular and esophageal 
perforation, pneumothorax, epistaxis, mediastinitis, 
sinusitis, nasogastric tube syndrome and kinking.9,10 
Only a few cases of nasogastric tube knotting are 
reported in the literature (Table 1). This is the only 
known case of a functional nasogastric tube identified 
to form a knot during removal. The proposed knotting 
mechanism is the folding of the kinked tube forming a 
knot that tightens as it is being withdrawn.5 
Factors that increase the risk include narrow bore of 
the nasogastric tube, small stomach, long length of the 
tube in stomach, prolonged duration of insertion and 
action of gastric acid on the nasogastric tube, faulty 
insertion technique, excessive manipulation, 
spontaneous knotting due to violent coughing, 
peristalsis or neck flexion9, anatomical alteration due 
to abdominal surgery5,11 and interference by 
endotracheal tube. The likely positive factors in our 
case were the thin lean build of our patient with a 
small stomach and the use of a narrow bore tube. 
The knotting of the tube may be prevented by safe 
insertion and reduced manipulation. Insertion may be 
done conventionally in an awake patient or by 
applying reverse Sellick's maneuver in a patient while 
sedated.12 Fiberscopic nasogastric tube retrieval may 
also be performed. It is of prime importance to check 
the positioning by bedside confirmatory tests 
including observation for dyspnea or cough, coiling in 
the oropharynx, auscultation in epigastrium (whoosh 
test, gurgling is heard), the visual characteristics of the 
aspirate and the residual gastric volume and pH of 
gastric aspirate. Other ways include radiograph or 
fluoroscopic confirmation, capnography and 
colorimetric capnometry.2 Correct placement by an 
emphasis on length measurement is paramount. 
The diagnosis of nasogastric tube knotting may be 
made with a high index of suspicion where the tube 
appears blocked, negative whoosh test or in the 
presence of risk factors. On a radiograph, a lateral 
view of the neck will show a knotted tube. 
Unnecessary manual maneuvering must be avoided to 
minimize trauma to the nasopharynx. To prevent the 
formation of a nasogastric tube knot, the proposed 
method is to flush saline prior to and during the 
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initiation of removal. This will reduce the chance of 
kinking and the tube knotting over itself. 
A simple removal of the tube via nostril is a terrorizing 
experience for a patient as such a situation may 
increase the level of anxiety and subsequently increase 
tension in musculature, adding to the level of 
difficulty. Methods of removal of such a case include 
removal of the tube under sedation, whereby curbing 
patients' anxiety and relaxing the musculature as done 
in the case of our patient. Other methods include 
withdrawing the tube via mouth using McGill forceps 
and cutting the tube and removing half through the 
mouth and the rest via the nostril. A wider bore 
nasogastric tube may be passed over the knot and the 
narrow bore and wide bore to be removed together. 
Fiberscopic removal may be required. A single or 
combination or sequential use of such techniques may 





Whether a nasogastric tube is knotted or found not to 
be knotted the best prevention is taking proper 
measures while insertion and early recognition of a 
knot where the index of suspicion is high. Any cause 
for undue manipulation must be avoided to reduce 
trauma in such patients subsequently managing it by 
using appropriate techniques in a sequential manner 
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